Transkei is becoming headline news. Until recently this corner of South Africa was known in Britain only to a few tourists for its rolling hills dotted with huts; its "red blanket" tribespeople; and its click-language-recently heard over here in the African musical Ipi Tombi. On 26 October it became the Republic of Transkei-the first "independent African homeland" of South Africa.
Like any developing country, Transkei faces considerable health problems. The Government aims to provide a comprehensive health service, responsible for preventing as well as curing disease. It runs all the Transkei hospitals, and needs doctors to staff them. Medical care in the Transkei was pioneered by the mission hospitals, founded in the nineteenth century mainly by British and South African missionary societies. They staffed the hospitals when they could, starting a long tradition of British doctors practising British-style medicine in the Transkei. Although the Transkei Government has now taken over all the mission hospitals, the tradition persists, and only the pattern of staffing is changing-there are now even fewer of the old-style "medical superintendents" devoting their professional lifetime to a hospital. More 
The hospitals
There are about 30 Transkei hospitals, of various shapes and sizes. My hospital had 260 beds, and about 400 inpatients-a conundrum common to most hospitals, and solved by putting less ill patients under the beds, and less ill babies in the same cot. Our area had a population of 160 000. The number of doctors varies from hospital to hospital, and on it will depend the scope of the work done. We had five doctors, and could thus split the work according to our own experience and interests-we usually arranged our time and responsibilities so that there was always one "surgeon" and one "anaesthetist" on duty in the hospital. Some hospitals, however, are virtually singlehanded. There are few African doctors, but there is a plentiful supply of welltrained African nurses (who also act as interpreters). Most are hard-working, capable, and possessed of a vast sense of humour. Some senior sisters are resident at out-station clinics-satellites of the hospital, visited weekly by a doctor. These nurses are, in effect, the "barefoot doctor" of their locality, diagnosing and treating minor ailments, referring more serious cases, and teaching the local people.
All the hospitals have adequate modern pharmacies, and basic x-ray facilities. Pathology facilities vary-we were well-equipped with microscopes, and could estimate haemoglobin, and do cell counts and ESRs. More complicated investigations and microbiology could be done through Umtata Hospital. Our operating theatre was adequately equipped for general surgery (which was limited by our own knowledge)-if patients we could not manage were fit enough they could be transferred to Umtata by road or air.
Most hospitals have at least one senior doctor, highly experienced and competent in the vast range of Transkei medicine, who will willingly teach. Newcomers quickly learn Africa is your oyster-peoples, cities, gameparks, beaches, mountains, forests, and deserts. Most doctors take the opportunity to travel at the end of their contract, and some brave spirits return to the United Kingdom overland. To reach Transkei, any travel agent will advise on flights to Johannesburg and their cost. Some of the lesser-known flights-for example, Luxavia-are good value, or it might be worth becoming, for instance, a Friend of the Springboks for their charter flights. If there's time, the sea voyage is enjoyable. Rail or coach or both take you on to Umtata.
Pros and cons
If you're thinking seriously of a short time in a developing country, you would probably enjoy this sort of job. Patients get better, and seem to enjoy doing so, so it is immensely rewarding in terms of job satisfaction. There is excellent clinical experience to be had, and the chance to become clinically more self-reliant. The medicine, however, is probably relatively elementary, and facilities for definitive investigation are limited. Also, demand on scarce medical resources is enormous-at times the resources seem so thinly spread as to be depressingly ineffective. Rural hospitals are very isolated, and doctors and their families are thrown very much on their own social resources. There are all the disadvantages of leaving the NHS for a while, in terms of superannuation, salary increments, and so on, and the posts are not officially recognised by the Royal Colleges as suitable for vocational training experience. Many will not like the political climate of Southern Africa, although Transkei's paramount chief promises a "non-racial society in which race, creed, or colour will not be the criteria of a man's worth." This has certainly been the philosophy of the mission hospitals throughout their history.
Transkei has immense potential. It is a land of stark contrasts -wealth and poverty, health and disease, wisdom and ignorance. I marvelled as one evening a white-gloved waiter served wine at a dinner party under the chandeliers of Umtata's Imperial Hotel -four hours and 40 miles away I had been among the flies and smells of a ramshackle mud hut in the bush examining a marasmic infant, poisoned by a witch doctor's herbal medicine. Worlds apart, but perhaps the gulfs that divide them are gradually closing. Medical3Journal, 1977, 1, 96-97 The number of patients and the duration of treatment that can be included in controlled clinical trials before a drug is marketed make it impracticable to detect any save the most common adverse effects of drugs. To minimise the hazard of toxic effects under conditions of general use some kind of monitoring and early warning system is needed. In Britain the Committee on Safety of Medicines (CSM) pioneered the use of a voluntary system of spontaneous reporting by doctors on prepaid addressed postcards (yellow cards). These cards have proved valuable in several investigations when adverse reactions were known or suspected, but they are of little use in relation to their main purpose: the detection of previously unrecognised adverse drug effects. Moreover, they give no indication of the incidence of adverse reactions. Those who use yellow cards mainly report toxic effects that are already known.
The deficiencies of the yellow-card system are highlighted by their failure to detect the serious toxicity to eye and peritoneum caused by the beta-receptor-blocking drug practolol. It was only after Mr Peter Wright, an ophthalmic surgeon at Moor- fields Eye Hospital, published his findings that large numbers of reports of damage to the eye caused by practolol were made to the CSM. A different type of monitoring system is therefore required: one that achieves a higher reporting rate and identifies previously unknown reactions and estimates their incidence. An arrangement of this sort is often referred to as monitored release.
Monitored release
The basic concept of monitored release is that the pharmaceutical company marketing a new drug should have a duty to obtain reports on all patients treated up to an agreed number. In early experiments using this idea the individual companies were left to devise their own methods of collecting information. They found great difficulties in persuading doctors to complete report forms, and the information obtained was of limited value. The problem became even worse when the promotional side of some leading pharmaceutical companies debased the concept of monitored release to something that resembled buying prescriptions. Doctors were promised new stethoscopes, medical bags, calculators, etc in return for completing "report forms." These forms did not seem to be seriously intended for monitoring drug toxicity, and the whole exercise fell into the category known in the industry as a "promotional trial."
The concept of positive monitoring is so important that it cannot be allowed to slide into ignominy in this way. Our proposals are designed to overcome some objections to existing schemes and to ensure that data are collected in a valid and usable manner.
